High altitude pulmonary and cerebral oedema
The typical form of AMS described above can be troublesome but is not dangerous. In a few subjects however, at altitudes over 4000 m it progresses unpredictably, sometimes after relatively minor preliminary symptoms, to one of two potentially fatal forms. Probably the more common of the two is high altitude pulmonary oedema' with typical features of orthopnoea, paroxysmal nocturnal dyspnoea, cough, frothy sputum and lung crackles but without definite abnormal cardiac signs. These typical features may be misdiagnosed as pneumonia which, however, may sometimes be present as an aggravating factor. The other form is high altitude cerebral oedema2 causing mental disturbance, ataxia, severe headache, drowsiness, stupor and coma.
Other effects of high altitide A stay of a few days at high altitude is likely to ameliorate the symptoms of AMS as acclimatization occurs. However, the accompanying improvement in exercise performance is accompanied by remarkably rapid adverse changes of other kinds of which the best known is loss of weight. This is due to the loss of fat and of muscle and, if the high altitude stay is prolonged, by eventual loss ofexercise performance of particular significance to mountaineers. The cause of these weight changes is obscure. Small intestinal malabsorption has not been found at altitudes up to about 5000 m3 but has been shown to occur at higher altitudes.4
Aetiology and pathology of AMS The features of AMS correlate with the degree of hypoxia, particularly during sleep. It is probable that the incidence and severity of AMS are related more to the altitude at which an individual sleeps than to the altitude reached during the day.5 Also, the worsening of symptoms at night follows significant reduction in arterial oxygen tension6 related perhaps to extended periods of apnoea.
The ventilatory response to hypoxia has been studied extensively. 
